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INDEPENDENT LIVING CASE CONFERENCE FORM

	Name:
	     
	LINK Person ID #:
	     

	
	
	
	

	Date of Independent Living Case Conference:
	     
	DOB:
	     

	
	
	
	


	Issues regarding youth’s current situation – Please Complete as Applicable

	Youth is/has:

	

	 FORMCHECKBOX 
   currently registered for a Life Skills program

	 FORMCHECKBOX 
   currently attending a Life Skills program

	 FORMCHECKBOX 
   completed a Life Skills program

	 FORMCHECKBOX 
   preparing for a DCF Independent Living Program

	 FORMCHECKBOX 
   currently involved in a DCF Independent Living Program (i.e., CHAPS)

	 FORMCHECKBOX 
   not appropriate for a DCF Independent Living Program
	
	

	 FORMCHECKBOX 
   been referred to an Independent Living Program from another state agency 

	 FORMCHECKBOX 
 Mental Retardation (DMR)

	 FORMCHECKBOX 
 Mental Health (DMHAS)

	 FORMCHECKBOX 
   participating in an Independent Living Program from another agency 

	 FORMCHECKBOX 
 Mental Retardation (DMR)

	 FORMCHECKBOX 
 Mental Health (DMHAS)

	 FORMCHECKBOX 
   a custodial parent

	 FORMCHECKBOX 
   a non-custodial parent

	 FORMCHECKBOX 
   preparing for post high school education program

	 FORMCHECKBOX 
   preparing for post high school vocation program

	 FORMCHECKBOX 
   participating in Job Corps

	 FORMCHECKBOX 
   participating in a post high school education program:

	 FORMCHECKBOX 
   two (2) year program                              FORMCHECKBOX 
  post-graduate

	 FORMCHECKBOX 
   four (4) year program

	 FORMCHECKBOX 
   participating in a post high school vocational program

	 FORMCHECKBOX 
   vocational/technical school

	 FORMCHECKBOX 
   job corps

	 FORMCHECKBOX 
   Bureau of Rehabilitation Services

	 FORMCHECKBOX 
   Mentoring program

	 FORMCHECKBOX 
   Other:
	
	

	


	Areas of Discussion
	

	Discuss the following areas and identify issues relevant to youth, if applicable.  If services are required in any area, the topic must be addressed in the treatment plan service grid.

	Education/vocation:
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	     
	

	Employment:
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	     
	

	Life Skills:
	     
	

	
	     
	

	
	     
	

	
	     
	

	Housing:
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	     
	

	Financial:
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	     
	

	Health / Mental Health:
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	     
	

	Substance Abuse:
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	     
	


	Parenting:
	     
	

	
	     
	

	
	     
	

	
	     
	

	Legal Issues:
	     
	

	
	     
	

	
	     
	

	
	     
	

	Permanency Issues:
	     
	

	
	     
	

	
	     
	

	 
	     
	

	Referral to Adult 
	     
	

	Services:
	     
	

	
	     
	

	 
	     
	

	Issues of Sexual 
	     
	

	Orientation, if
	     
	

	applicable:
	     
	

	 
	     
	

	Youth’s personal vision for
	     
	

	his/her future-dreams,
	     
	

	aspirations, long-term
	     
	

	goals
	     
	

	
	     
	


	Independent Living Passport - Contents
	

	Please indicate if youth needs assistance in obtaining any of the following essential documents.

	
	        Has obtained                  Needs to obtain

	 FORMCHECKBOX 
    Birth Certificate
	 FORMCHECKBOX 
                                     FORMCHECKBOX 


	 FORMCHECKBOX 
    Immigration Documents
	 FORMCHECKBOX 
                                     FORMCHECKBOX 


	 FORMCHECKBOX 
    Educational Transcripts
	 FORMCHECKBOX 
                                     FORMCHECKBOX 


	 FORMCHECKBOX 
    Driver’s License
	 FORMCHECKBOX 
                                     FORMCHECKBOX 


	 FORMCHECKBOX 
     Voter Registration Card
	 FORMCHECKBOX 
                                     FORMCHECKBOX 
 

	 FORMCHECKBOX 
    Other
	
	 FORMCHECKBOX 

	                  FORMCHECKBOX 

	

	 FORMCHECKBOX 
    Social Security Card 
	 FORMCHECKBOX 
                                     FORMCHECKBOX 


	 FORMCHECKBOX 
    Health Passport
	 FORMCHECKBOX 
                                     FORMCHECKBOX 


	 FORMCHECKBOX 
    Medical Records
	 FORMCHECKBOX 
                                     FORMCHECKBOX 


	For males only:  Has youth registered with the

Selective Service Office?
	 FORMCHECKBOX 
 Yes
	                  FORMCHECKBOX 
 No
	


	Signatures

	Social Worker:


	Date:

     

	Social Worker Supervisor:


	Date:

     

	Youth:


	Date:

     

	Adolescent Services Social Work Supervisor:


	Date:

     

	Other DCF staff


	Date:

     

	Other DCF staff


	Date:

     


